Objective To determine how patients with breast cancer want their doctors to communicate with them. Design Qualitative study. Setting Breast unit and patients' homes. Participants 39 women with breast cancer. Main outcome measure Patients' reports of doctors' characteristics or behaviour that they valued or deprecated. Results Patients were not primarily concerned with doctors' communication skills. Instead they emphasised doctors' enduring characteristics. Specifically, they valued doctors whom they believed were technically expert, had formed individual relationships with them, and respected them. They therefore valued forms of communication that are currently not emphasised in training and research and did not intrinsically value others that are currently thought important, including provision of information and choice. Conclusions Women with breast cancer seek to regard their doctors as attachment figures who will care for them. They seek communication that does not compromise this view and that enhances confidence that they are cared for. Testing and elaborating our analysis will help to focus communication research and teaching on what patients need rather than on what professionals think they need.
Introduction
Doctors often communicate poorly with patients who have cancer, so that diagnosis is unnecessarily traumatic and patients do not receive the help they need to understand treatment options. 1 2 Communication skills can be enhanced by training, with consequent improvement in patients' satisfaction and wellbeing. 3 4 Nevertheless, enhanced communication skills do not always improve patients' experience. 5 Skills currently targeted by training in communication are diverse and often unclear. 6 They have been influenced particularly by ideas arising from patient centred medicine, psychotherapeutic communication, informed consent, and shared decision making. 7 Clinicians are therefore encouraged to provide as much information as possible, to offer choice and to discuss emotional issues, and extensive research assesses how well they do. 8 Yet professionals' and patients' views as to what is good communication about cancer can diverge, and patients' satisfaction with a consultation is not always related to observer ratings of the formal quality of clinicians' communication. 5 9 10 Future development of communication training for clinicians specialising in cancer should be informed by systematic research into patients' perspectives. We aimed to describe what women with breast cancer sought from communication with their clinicians. When this aim was addressed by using a structured questionnaire, findings concurred with the current emphasis on information, choice, and emotional discussion. 11 As this approach risked perpetuating existing ideas-patients can express views only on topics raised by researchers-we adopted a qualitative approach. We examined clinicians' communication according to how patients experienced it.
Methods
We selected women with primary breast cancer consecutively from surgery and oncology clinics to include a range of stages in treatment from histological diagnosis after surgery to follow up at two years. Patients were excluded if they had acute distress, cognitive impairment, or insufficient English.
The researcher asked patients identified by clinicians for consent to a study of what is important to them about doctors' communication. By grounding interviews in recent consultation, we sought to minimise generalised or idealised accounts. After pilot interviews with six patients (data not shown), we audiotaped clinical consultations and semistructured interviews in the patient's home 1-5 days later. Surgical and oncology consultations at the same clinic visit were both recorded. The interviewer (EB) explained that she was a researcher, independent of the clinical team. Informed by the transcript of consultation, relevant parts of which were recounted to the patient, EB prompted patients to describe aspects of communication that they valued or deprecated in that consultation and with all doctors involved in their care. She avoided closed questions, using open questions, prompts, and reflection. To probe patients' preferences, she prompted them to contrast communication or consultations that they had valued or disliked. The interview's pace, sequencing, and duration (20-90 minutes) depended on the patient.
Transcripts were read by EB and PS to identify sections or features to inform the interview. Initially we emphasised turning points in the consultation: in particular information on prognosis or treatment. Later we focused on aspects that could test the developing analysis; in particular where doctors' communication deviated from current expectations (for example, religious allusions) and where patients' accounts had seemed discrepant with the consultation (for example, patients reported being "given the facts" when little information was conveyed).
Using a constant comparison approach, anonymised interview transcripts were analysed inductively, in parallel with the interviews. Recurrent patterns were identified and tested by cycling between data and analysis and discussion among authors. We judged the developing analysis according to its coherence and theoretical validity (whereby conclusions should connect with theoretical ideas beyond the present study) and catalytic validity-that is, its potential to influence practice and research. 12 The study ended when findings were unimproved by further interviews or analysis. The transcripts showed the range and commonality of content of each finding.
Results
Four patients declined to participate; 39 consented and were recorded in consultation with 12 doctors. The table summarises the details of the patients and doctors.
Patients did not focus on doctors' communication. Instead, they emphasised doctors' attributes or personality-that the doctor was "the type I want." We therefore organised the analysis around three perceived attributes of doctors that structured the patients' accounts: expertise; caring; and respecting the patient (boxes 1-3).
Expertise
The dominant concern was the need to trust doctors' expertise: "You feel you could put your life in her hands" (patient 3); "if you asked me what the most important thing was, it's confidence in their ability" (patient 9).
Expertise was communicated by being a doctor, and by being efficient, acclaimed, or frank. Being a doctor was often sufficient, because "they know all about you" (patient 18). Confidence was enhanced by knowing the doctor's reputation-for example, that "he's one of today's trendsetters" (patient 4), "specialises in breast cancer" (patient 28), or is "the top in his field" (patient 1). This could readily be communicated by other patients or staff: "From what [nurse] tells me this morning, he'll do everything he can" (patient 4). Tangible evidence of skill inspired more general confidence. Although this favoured surgeons, whose stitching patients commended, other demonstrations of skill or efficiency were also effective. Patients freely linked trust to feeling that they had been "given the facts" (patient 8). They welcomed doctors simply telling them that they would be open. However, other comments indicated that patients did not want to be given as much information as possible. They valued doctors' frankness only in relation to information that they sought. Indeed, several complained of being "over-informed." Desire for information was also shaped by wanting to be left "on a positive note" (patient 1) so that "I felt quite hopeful when she'd [oncologist] finished" (patient 31). Doctors had often achieved this by explaining how the cancer was not as bad as it might have been.
Relationship with patient
Patients wanted "a relationship" with the doctor-that is, that the doctor and patient see each other as individuals.
Seeing the patient as an individual
The perception of being regarded as an individual was communicated in several ways. Non-verbal cues included eye contact, smiling, touching, and vocal intonation. The simplest verbal strategy, albeit rare, was for the doctor to tell the patient that she was special (see box 2). The most common strategy, however, was brief conversation unrelated to disease.
Being an individual
Several patients liked their doctor "as a person" (patient 3). Some attributed likeability to characteristics such as sex or nationality. Female doctors were valued because "women enjoy the natter . . . a female doctor'll enjoy the consultation more than a man will . . . it's a sisterhood" (patient 22), others "because they're Irish, they've just got that openness to take in people's problems" (patient 28). Idiosyncratic behaviour also identified doctors as likeable individuals. No patient criticised doctors' humour, and several valued it: "It takes the pressure out of the situation" (patient 3). Similarly, no patient disliked doctors' occasional religious allusions, and two valued them (see box 2).
The most striking way a doctor could be seen as an individual was by doing something that "he didn't have to do" (patient 28). The value of perceived departure from role was magnified by the doctor's status: "For a busy surgeon like that to take the time to sit you down and reassure you, it's a rare thing, a professor as well, so it must be part of their personality" (patient 28).
Respecting the patient
Patients sought to feel respected as "part of the team, fighting the same battle" (patient 22) and to be afforded the dignity and rights associated with being "a human being, somebody who has an opinion" (patient 15). This need was clearest when patients described fearing "being a bother" (patient 26): "You don't want to . . . upset your consultant . . . obviously if he picks up that you're arrogant, he can treat you anyway he wants . . . he has the power" (patient 6). In interviews, these fears arose particularly when patients explained reluctance to disclose distress or to ask questions. Doctors communicated respect in two main ways.
Addressing the patient on the same level
The simplest way doctors communicated respect was by sitting down "at eye-level" (patient 24). Patients also wanted doctors' language to be on a level with their intelligence, but this meant different language for different patients (see box 3).
Giving the patient the "option"
Patients consistently valued being "given the option" (patient 6). However, the option did not equate to choice as this is usually understood. No patient described a process of decision making in which they considered, and selected from, presented options. They had concurred with clinicians' recommendations. Moreover, several explicitly rejected responsibility for decisions-"they both said it's your decision . . . but I needed to be told" (patient 25)-giving two reasons. Firstly, "we've not got the education, that's their job" (patient 11). Secondly, responsibility was incompatible with trust: "When I went with the lump, they said to me, do you want to go to the hospital . . . I could have turned round and said no I don't want to go. That always sticks in me mind . . . didn't have a lot of faith in them after that" (patient 26).
Responses to poor communication
Trust in doctor's expertise was irretrievable when patients thought that they had been misled (see box 1). In other instances when patients disliked communication, they interpreted it in ways that did not challenge their confidence in the doctor's characteristics (box 4).
Discussion
Patients with breast cancer did not think about their doctors according to whether they "communicated well." Instead they were concerned with whether their doctors had expertise they could trust, had a personal relationship with them, and respected their status as autonomous individuals.
Box 3: Ways in which doctors could communicate respect for patients
Consult at eye level, when patient is fully dressed "They should interview you in an office . . . fully dressed . . . like you were going for a job" (patient 21) Match language to patient's expectations "She was very ordinary, you know. She didn't like blind you with science" (patient 26) "She doesn't talk down to you" (patient 28) Give patient the "option" to agree to decisions "I didn't have to have it [chemotherapy] . It was up to me" (patient 26)
Box 4: Ways that patients' preserved their positive view of doctors' attributes
Distinguish the person from his or her behaviour "He doesn't really have much of a bedside manner, he's quite, he comes across as quite cold, I'm sure he isn't" (patient 9) Attribute to doctor's role rather than personality "She [surgeon] didn't sit down did she? . . . [Oncologist] is a bit calmer when I go to see her. She's always sat down, but maybe she doesn't have as much worry as [surgeon]" (patient 23) Regard communication problems as aspects of doctor's individuality "By the time I came to meet him the third time, I'd got used to his way . . . I was in tune with him" (patient 1) Attribute good intentions "The way he did it was probably very good. I did think . . . he was a bit curt, but I think when you've been diagnosed with something so serious, he just comes to the point and tells you straight, because that is really what you want" (patient 4) Prioritise doctors' expertise "He was very brusque and to the point, you know, and it was a bit shaking really, it wasn't nice. But he was a good surgeon" (patient 13) It is understandable that patients seek these characteristics. When individuals feel vulnerable in the face of major threats, they seek attachment figures to help them feel safe. [13] [14] [15] Only a doctor who was believed to be expert, to value the patient as an equal, and to be committed to the patient in a unique relationship could fulfil this role. The starting point for study and training of clinical communication should therefore be patients' vulnerability and dependence on doctors. From this perspective, patients' perception of the relationship with their clinicians arises from their attachment needs and is not, as currently widely assumed, solely built by communication. 7 Indeed, patients in our study often discounted poor communication in ways that preserved their confidence in doctors' attributes. The further significance of our study is to show that patients are not well served by some forms of communication that are currently thought important, including information, choice, and emotional discussion. [6] [7] [8] Moreover, some of the types of communication that they sought are mainly neglected by teaching and research (see boxes 1-3).
Expertise
Trust in doctors' expertise was our patients' main concern, as it was for patients with cancer in previous studies, yet this is currently not explicitly emphasised by communication research and teaching.
6-8 10 16 It was not difficult for doctors to communicate expertise. Being a doctor was enough for many patients, but confidence was increased when doctors displayed efficiency and technical skill, such as physical examination or neat stitching, or were acclaimed by staff or patients.
Being frank also enhanced trust, but what patients sought diverged from the current emphasis on providing information. It was a function not of amount of information but of the nature of information and manner of presentation. Patients trusted doctors who answered their questions without hesitation and distrusted doctors whom they suspected of not answering honestly, but many wanted not to be informed about aspects of prognosis and to be "left on a positive note." Reports that patients with cancer want to have as much information as possible present a dilemma because information that is potentially communicable is infinite. 17 A resolution is to recognise that, contrary to usual assumptions, patients do not generally seek information to be better informed but for other reasons. 14 15 We suggest that patients in our study sought information primarily to maintain hope and trust, a view that contrasts with the suggestion that patients' need for hope and trust constrain their desire for information.
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Caring relationship That patients with cancer want a relationship with their doctors is already known. 16 19 20 However, contrary to currently influential views, patients did not seek relationships based on communication about emotional issues. Instead, they wanted doctors who were individuals and who regarded them as individuals. The value that patients therefore attached to doctors' actions that they "didn't have to do" and to idiosyncratic demonstrations of individuality indicates a challenge for communication training: to reconcile a model of skills that can be learned and applied by all doctors, with patients' wish to experience a genuine and unique relationship.
Respect
In valuing being given the option rather than choice, patients diverged from the currently influential professional emphasis on patient empowerment and shared decision making, which persists despite previous evidence that many patients prefer to be directed about treatment rather than given choice. 7 17 21 22 In wanting the option, patients identified a role for surgeons that equated neither to direction nor choice but meant respecting patients' autonomy. Fallowfield and coworkers found that women with breast cancer treated by surgeons who normally offered choice of treatment became less distressed than those treated by surgeons who denied choice, but they showed that this occurred even in patients who, because of the nature of their tumour, could not be offered choice. 23 Perhaps the surgeons routinely communicated respect, and their offer of choice where possible was merely one way in which they did this. This study's contribution is not just to show that patients with breast cancer seek trust, care, and respect. These needs have been identified before, although they are still often neglected in practice. Indeed, convergence with that evidence shows that our study is more generally applicable than to our specific sample. Our findings depart most from current knowledge and assumptions in two ways: by showing how clinical communication can deliver or deny these needs and by showing that aspects of communication currently considered as ends in themselves, such as providing information and offering choice, should be considered from the perspective of the function that they have for patients. Testing and elaborating our analysis will help to focus communication research and teaching on what patients need rather than on what professionals think they need. Taking this direction promises to conflict with the current emphasis on regarding patients as partners in care. It means not returning to medical paternalism but developing a model of clinical communication in which patients' need to feel safe in a caring relationship with a trusted expert is central.
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